Intravenous parathyroid hormone test (200 units) (a) Control: urinary phosphorus of 21 6 mEq/1. before the injection rose to 51 *8 mEq/l. afterwards, more than twofold increase.
(b) Patient: urinary phosphorus, 20 mEq/l. be-fore injection, remained at 19 mEq/l. after, showing no change. Improved The Pathology of Thyroid Carcinoma
The variations in pattern of behaviour of thyroid cancer are striking. It occurs in children as well as adults, may take a protracted course of thirty years or more, or may kill the patient in a few months. Overall, about one-quarter to one-half die of the disease. It is comparatively rare, constituting only about 0 5 % of deaths from malignancy. The unexpected behaviour and rarity make it difficult for the clinician or pathologist to come to terms with the condition. The situation has been eased, at least for the pathologist, by the analyses published during the past fifteen years of large series of cases collected chiefly in the U.S.A., amounting to many hundreds of examples (see references). The pathological classification most used in these series is based on that of Warren & Meissner (1953) which in essence separates thyroid cancers into a differentiated group and a nondifferentiated group and subdivides the differentiated group into papillary and follicular. During the past ten years this classification has been variously modified and the same terminology has been used to cover different histological appearances. The major inconsistencies have stemmed from the finding that most papillary cancers contain follicular elements and that solid nests or sheets of cells, not differentiated into papillie or follicles, are found in otherwise differentiated tumours or may constitute the whole tumour without implying a poor prognosis.
The classification and nomenclature followed in this paper is based on the comprehensive study of Woolner et al. (1961) of the clinical and pathological findings in 885 cases observed at the Mayo Clinic in a thirty-year period. Their classification is similar to that of Frantz & Yannopoulos (1961 ). Woolner et al. (1961 divide thyroid cancers into four types: papillary (60 %), follicular (18 %), solid (7%) and anaplastic (15%). The term papillary in their nomenclature represents mostly unencapsulated tumours made up of papillary elements alone or with neoplastic colloid-containing follicles and also solid areas (Fig 1) , still called papillary even when follicles constitute over 90 % of the tumour. Follicular carcinoma is restricted to mostly slow-growing, encapsulated tumours showing a mixed follicular, trabecular and solid pattern with neoplastic invasion of the capsule and capsular veins (Fig 2) . To this category belongs the 'malignant adenoma ' of Graham (1924) . Solid carcinoma represents a group of tumours recently described by Hazard et al. (1959) under the heading of 'medullary' in which non-differentiated spheroidal or spindle cells, not rich in mitoses, are arranged in nests or sheets or strands lying in a coarse hyaline stroma parts of which give positive staining reactions for amyloid (Fig 3) . Anaplastic tumours are made up of variously shaped cells:
